Objective: To analyze the reversibility of chemotherapy-related liver injuries (CALI) in patients undergoing liver resection (LR) for colorectal liver metastases (CRLM). Methods: All LR performed for CLM between 2000 and 2012 after oxaliplatin and/or irinotecan-based chemotherapy were included. All specimens were reviewed to evaluate CALI, i.e. grade 2-3 sinusoidal dilatation (G2-3SinDil), nodular regenerative hyperplasia (NRH), steatosis, and steatohepatitis. Two different analyses were performed. First, LRs were stratified according to the time between the end of the last chemotherapy cycle and hepatectomy (Time_CTx-Surg). ROC curves were plotted to identify a cut-off point in the chemotherapy-surgery interval with regard to the presence of CALI. Second, patients receiving repeat LRs without interval chemotherapy were considered. The CALI occurrence into the two specimen of the same patient were analyzed and compared. Results: Overall, 524 LRs performed in 429 patients were analyzed. The median Time_CTx-Surg was 56 days (15-1264). Time_CTx-Surg exceeded 180 days in 53 patients and 270 days in 31 (chemotherapy for previous LR or adjuvant treatment after colorectal surgery). The incidence of CALI was not significantly different among groups who underwent surgery after intervals < 270 days. Patients with an interval >270 days had lower prevalence of .0%, p = 0.022) and NRH (6.5% vs. 20.1%, p = n.s.). Prevalence of steatosis and steatohepatitis remained stable. On multivariate analysis, a Time_CTx-Surg >270 days was an independent protective factor from G2-3SinDil (p = 0.009). 47 patients had repeat LRs without interval chemotherapy. Only in patients with Time_CTx-Surg >270 days (n = 15), a change was observed. At the second LR, G2-3SinDil had regressed in 4 out of 5 patients, NRH in 7 out of 8. Steatosis and steatohepatitis persisted in the second specimen. Conclusion: CALI persists for a long time after chemotherapy. Only after nine months without chemotherapy, sinusoidal dilatation and NRH significantly regress, while steatosis and steatohepatitis persist. The pathology data of the first LR and the overall interval after the end of chemotherapy should be accurately considered to assess the operative risk of a new hepatectomy and to schedule potential new chemotherapy lines.
of at least 12 resected lymph nodes is required for adequate staging. If this number is not reached, patients may be understaged and hence not benefit from a necessary adjuvant chemotherapy. For more accurate nodal staging, some groups proposed the sentinel lymph node (SLN) mapping. The aim of this study was to compare the established isosulfan blue (IB) based SLN procedure with the new near-infrared fluorescence (NIR) FLARE™ surgical imaging technique regarding their diagnostic accuracy and upstaging rates. Methods: A total of 154 consecutive patients with stage I-III colon cancer undergoing standard oncologic resection were enrolled from three hospitals in Switzerland in this prospective multicenter comparative trial. In a first cohort with 104 patients, SLN mapping was performed after peritumoral injection of 1% IB. In a second cohort with 50 patients, ex-vivo injection of human serum albumin conjugated indocyanine green and detection with NIR using the FLARE™ surgical imaging technique was later introduced and performed to detect the SLN. During histopathology, three levels of each SLN were stained with hematoxylin and eosin. If negative for nodal tumor infiltration, immunostaining with cytokeratin 19 (CK19) monoclonal antibody was performed. Results: The mean lymph node harvest in the IB and NIR groups was 29 (SD 12) and 23 (SD 9), respectively (p = 0.006). The SLN identification rate was 100% and 98% for IB and NIR, respectively. Accuracy and sensitivity was 86% and 69% for IB, 82% and 63% for NIR, respectively. A total of 100 (65%) patients were node negative. In these node negative patients, upstaging due to the SLN mapping was 17% (12/71) with IB and 21% (6/29) with NIR (p = 0.775). Conclusion: This is the first prospective multicenter comparative study showing that SLN mapping offers an upstaging rate of up to 21% in patients with presumed node negative colon cancer. The lymph node identification rate was very high for both the new NIR and the established IB SLN mapping. Further prospective studies are needed with adequate sample size to translate these findings into a potential survival benefit.
Objective: Early home discharged associated with enhanced recovery program (ERP) may increase risk after discharge, thus the home monitoring may be of interest. With nearly 180 billion text messages sent in France each year and a rate of subscriptions of 108% in French population, mobile telephony service is very popular, simple and fast. The French Federation of Digestive Surgery already validates SMS monitoring in ambulatory surgery. The Objective: of this study was to evaluate the feasibility of home SMS monitoring after elective colorectal surgery through ERP in GRACE Certified Reference Centers and to assess patient's satisfaction. Methods: This prospective multicentric study was conducted between November 2014 and September 2015 under the auspice of GRACE. All patients had colorectal surgery as part of a ERP program. Patients received SMS developed with Calmedica Company with 4 simple questions evaluating pain, transit, temperature and phlebitis in the 1st, 3rd and 5th day after discharge. An automatic alert was sent to the referring physician of each center as patients reported abnormal response or absence of response.
Results:
One hundred and eleven patients were included to date and 1332 SMS sent. Responses were obtained in a median time of 12 (1-422) minutes and 90% of patients responded to all the SMS. Of the 48 alerts (3.6%) received by referring physicians, 27 (56%) were for postoperative pain (VAS> 4), 1 for phlebitis, 1 for disorder of transit and 19 for non-response. These alerts have led to hospital treatment for 4% of patients, with 3 readmissions (2.7%). In 2 patient emergency surgeries were needed (1 peritonitis due to anastomotic dehiscence, 1 evisceration). One patient was hospitalized for self resolving transit disorder. No mortality was recorded. The median score of patient satisfaction was 5 on a scale of 5 (85% response rate). Conclusion: This study shows the feasibility and efficiency of home monitoring after discharge through SMS in the context of validated ERP after colorectal surgery under the supervision of a referent framework of surgeons. Patients respond overwhelmingly, fast and are highly satisfied with this support. Besides this monitoring SMS has many advantages, liberating nursing staff time, reduced out-patients clinic and emergency room congestion, reduces the workload of physicians and surgeon and gives the patient an active role as a player for his care.
The value of extended lymphadenectomy in distal oesophageal cancer

S. Wolf, R. Warschkow, B. Schmied, M. Schiesser
Department of Surgery, Cantonal Hospital of St. Gallen, St. Gallen, Switzerland Objective: Curative esophagectomy provides the best prognosis in patients with esophageal cancer. The extent of lymphadenectomy and its potential benefit has been controversially discussed over the last 2 decades. The aim of this study was to assess the benefit of an extended lymphadenectomy regarding survival. Methods: 3087 patients with stage I-III distal esophageal cancer were identified from the Surveillance, Epidemiology, and End Results (SEER) database between 2004 and 2012. The impact of extended lymphadenectomy with 20+ retrieved regional lymph nodes (RLN) on survival was assessed using both multivariate Cox proportional hazards model and propensity score matching (PSM). Results: In 727 patients (23.6%) 20+ RLN were retrieved. This rate increased from 14.1% in 2004 to 30.1% in 2012 (P < 0.001). The 5-year overall and cancer-specific survival in patients with 20+ retrieved RLN were 48.4% (95%CI: 44.0-53.2%) and 55.2% (95%CI: 50.8-60.0%) compared to 43.3% (95%CI: 40.9-45.7%) and 49.7 (95%CI: 47.3-52.3%) in patients with less retrieved RLN. Extended lymphadenectomy of 20+ RLN was associated with an increased overall survival in unadjusted (hazard ratio (HR) of death = 0.85, 95%CI: 0.75−0.97, P = 0.013) and PSM-adjusted Cox regression (HR = 0.78, 95%CI: 0.66−0.91, P = 0.002). Similar results were observed for cancer-specific survival in unadjusted (HR = 0.86, 95%CI: 0.75−0.99, P = 0.037) and PSM-adjusted Cox regression (HR = 0.81, 95%CI: 0.69−0.97, P = 0.016). Conclusion: Extended lymphadenectomy resulted in a significant survival benefit in unadjusted and PSM-adjusted population-based analysis. Therefore, extended lymphadenectomy should be advocated in all patients undergoing esophagectomy.
Methods:
Patients undergoing esophagectomy for cancer between 1982 and 2015 were included. The study period was split into a historic (1982) (1983) (1984) (1985) (1986) (1987) (1988) (1989) (1990) (1991) (1992) (1993) (1994) (1995) (1996) (1997) (1998) (1999) (2000) (2001) and a prospectively collected period (2001) (2002) (2003) (2004) (2005) (2006) (2007) (2008) (2009) (2010) (2011) (2012) (2013) (2014) (2015) for comparison reason. Development of multiple variables on short and long-term outcomes were analyzed. Results: Out of 584 esophageal resections, 543 patients with esophageal cancer were included in this analysis. The majority of patients were male (81%), the median (range) age was 64 (31-91) years. An increase in adenocarcinomas was detected (42%, 56%, 72%, p < 0.05) over time. Between 2001-15 66% of patients received a neo-adjuvant treatment. Perioperative mortality over time was 4.9 %, 10.4 %, and 1.1 %, (p < 0.05) while the overall 5-year survival improved (24 %, 28 %, and 59 %, p < 0.05). The (median) number of harvested lymph nodes was 22 in the TME period (not consistently recorded before). Downstaging with RCT was achieved in 68 % of the cases. 21 % of the patients showed a complete response (pT0,pN0) in pathologic specimen. Conclusion: Between 1982 and 2015 a significant reduction of perioperative mortality as well as an improved long-term survival after esophagectomy for cancer were achieved. The improved long term overall survival was associated with the less invasive TME including extended en-bloc lymphadenectomy, the multidisciplinary approach and the increased use of neoadjuvant chemoradiation. Objective: Cytoreductive surgery (CRS) and hyperthermic intraperitoneal chemotherapy (HIPEC) is a multimodal treatment option with curative intent for well-selected patients with peritoneal tumors. Despite existing knowledge about the long learning curve for the surgeon, mostly including patient selection and technical experience, no such data is available for the anesthesiologist or other members of the team. Here we describe perioperative factors correlating with improved patient outcome after CRS/HIPEC with a focus on intraoperative management. Methods: Patients (n = 112) after completed CRS/HIPEC between 2009-2014 were taken from a prospective database, and separated into Group A, including the first (n = 57) patients, and group B (n = 55) the patients operated after introduction of our multidisciplinary guidelines. The guidelines were introduced to standardize anesthesia in CRS/HIPEC, including patient monitoring, fluid management and coagulation. Results: There was no difference between the two groups for age, gender, BMI, and comorbidity (Charlson index). More patients with DPAM (pseudomyxoma, p = .04) were observed in group B, and the disease load (peritoneal cancer index) was higher (p = .02), including more splenectomies (p = .01), liver capsule resections (p = .001), and colectomies (p = .05), with a higher dose of chemotherapy during HIPEC (p = .02) in group B. In contrast, in group B, the rate of major complications (p = .003) and reoperations (p = .01) was lower. Anesthesia was different in group B, including a higher use of coagulation factors (p = .008) and albumin (p < .001), less diuretics (p = .007), less invasive monitoring (p = .001). Temperatures remained at higher physiologic levels at the end of the operation (p = .005), and very low temperatures were avoided (p = .02). More patients were extubated in the OR (p = .02). Conclusion: This data is novel and highlight the central role of the anesthesiologist to provide continuous and proactive maintenance of patient physiology without aggressive overcorrection as a critical part of a successful peritoneal surface malignancy program. Department of ear-nose-throat, Cantonal Hospital of St. Gallen, St. Gallen, Switzerland Objective: An injury of recurrent laryngeal nerve during thyroid surgery with consecutive transient or permanent palsy of the ipsilateral vocal cord is a well-known complication of thyroid surgery. In contrast, a vocal cord paralysis (VCP) of the contralateral, not operated side after a normal preoperative laryngoscopy is a very rare, unexpected event. Little is known about causes, incidence and prognosis of this uncommon complication. Methods: Retrospective single center analysis of prospectively collected data of 926 thyroid resections performed between January 2012 to December 2015. Out of these 467 resections (50.4%) corresponded to hemithyroidectomies on patients who had no previous neck surgery (women 366, men 101). All patients underwent a laryngoscopic investigation of the vocal cord function by a phoniatrician preoperatively and prior to discharge. Intraoperative neuromonitoring is used and a nasogastric tube is placed in the proximal esophagus. The contralateral thyroid lobe was neither explored nor dissected. A permanent palsy was defined as partial or complete persistent VCP 6 months after hemithyroidectomy. Results: In this cohort of 467 patients all but one patient had a preoperative laryngoscopy (99.8%). 461/467 patients had a laryngoscopic evaluation of the vocal cord function before discharge (98.7%). There was one patient with a preexisting, preoperatively discovered VCP on side of the procedure. Following surgery 17 patients (3.6%) showed an ipsilateral VCP which resolved completely within the first 6 postoperative months-there was no case of permanent partial or complete VCP. Unexpectedly, in 4 patients one partial and three complete VCP of the contralateral side were detected (0.8%). They were symptomatic to a varying degree (asymptomatic to severe hoarseness) and received logopedic speech therapy. There was an equal distribution with two VCP on both sides. The clinical symptomatology and the VCP resolved completely in all 4 cases in the further course. Conclusion: Contralateral VCP is an unexpected event after hemithyroidectomy and cannot be explained by the surgical procedure. This phenomenon is more frequent than expected and may be underestimated if postoperative laryngoscopy is not performed as a standard of care and by an experienced phoniatrician. Fortunately this entity of VCP seems to have a good prognosis since all our observed cases resolved completely. Results: In this time period eighty-five patients were operated. Sixty-four (75%) had an open resection, sixteen (19%) a laparoscopic resection in 3D-technique and five (6%) a robotic resection performed by the DaVinci Xi. There was no difference in age and length of hospital stay. In the laparoscopic group 50% were female compared to 34% in the open group. The operation time was not significantly longer in the laparoscopic group compared to the open group (291 min vs. 269 min; n = 0.28), but significantly longer in the
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DaVinci group (450 min; p < 0.001). In each group we had one anastomotic leak. Severe complications (Clavien-Dindo grade III or IV) did occur in 4.7% and 4.8% respectively. On the resected specimen the number of harvested lymph nodes did not differ (mean 17). Three resections in the open group and two in the laparoscopic group were R1. Quality and completeness of the mesorectum was comparable with a complete TME in 78% in the open group and 84% in the laparoscopic group (p = ns). Over the short follow-up time 3 patients (3.5%) developed a local recurrence and 6 patients (7%) distant metastasis, all in the open group. In the laparoscopic group neither one was observed. Conclusion: Our perioperative results showed no differences in the laparoscopic technique compared to the open technique concerning hospital stay and perioperative morbidity. The groups are not randomized, so there is a bias for selection for the laparoscopic and the DaVinci group. The quality of the specimen is comparable. For a statement about oncological outcome, the follow-up is too short. Objective: Little is known about the long-term outcomes of trauma patients undergoing non-operative management (NOM) for splenic and hepatic injuries. The aim of this study was to assess chronic abdominal pain, infectious complications, and adhesion-related symptoms in this patient population. Methods: Patients with blunt liver and splenic injuries were extracted from the institutional trauma registry (TARN data base) from 01/2009-08/2013. After ethical approval, patients were interviewed either by telephone or by letter based on a specifically designed questionnaire. Long-term posttraumatic symptoms were assessed in univariable analysis, using student's t-test for continuous variables and Fisher's exact test for categorical variables. Results: A total of 141 patients suffering liver and splenic injury and undergoing NOM were extracted. Of these, 80 patients responded (57%) and were further analysed. The mean Injury Severity Score (ISS) was 22 (SD ± 12), mean age was 45 (SD ± 20) years. There were 52 (65%) male patients, high-grade liver injuries were found in 19 patients (24%) and high-grade splenic injuries in 18 (23%). The most frequent mechanism of injury was motor vehicle accident (51%). Mean follow-up time was 50 (SD ± 18) months. Forty-five patients (56%) reported no long-term symptoms related to the trauma. The remaining 35 patients (44%) complained of at least one of the following: abdominal pain (n = 16, 20%), irregular bowel movements (n = 13, 16%), mild cognitive impairment/increased fatigue/feeling of weakness (n = 12, 15%), or infectious complications (n = 8, 10%). One woman reported secondary infertility. No significant association between the above mentioned symptoms and the ISS, presence of a haematoperitoneum, or high-grade injuries was found. However, patients suffering from long-term symptoms were significantly younger than asymptomatic patients (mean 39 [SD ± 18] vs 45 [SD ± 20] years, p = 0.023).
Conclusion:
This study representing one of the longest follow-up observations for trauma patients with splenic and liver injuries revealed a considerable number of patients (44%) with trauma related symptoms. Interestingly, the injury grade, presence of haematoperitoneum, and ISS did not affect the investigated long term outcomes. However, long-term posttraumatic symptoms were significantly more frequent in younger patients.
Laparoscopic Roux-en-Y gastric bypass provides superior long-term glycemic control than sleeve gastrectomy in morbidly obese patients-a systematic review and meta-analysis of randomized controlled trials Objective: Bariatric surgery is the most effective treatment for morbid obesity and is currently renowned to have benefits for glycaemic control in patients with type 2 diabetes mellitus (T2DM) and for diabetes prevention. The preferred type of surgery and mechanism of action is however unclear. We performed a systematic review and meta-analysis of randomized controlled trials (RCT) comparing laparoscopic Roux-en-Y gastric bypass (GB) with sleeve gastrectomy (SG) concerning the optimal long-term glycemic control. Methods: A literature search of the Medline, Pubmed, Cochrane, EMBASE and SCOPUS was performed on 21st of November 2014 for RCT comparing GB with SG in morbidly obese patients. Primary outcome was improvement in postoperative glycemic control. Secondary outcomes included weight related and lipid metabolism endpoints. Synthesis of these data followed established statistical procedures for meta-analysis. Results: 16 RCT with a total of 1132 (566 in each group) morbidly obese patients were included in the analysis. Compared to patients that underwent SG, those that received GB had lower mean fasting serum glucose 24 months (Mean Difference [MD] : −17, 95%CI: −22 to −12 mg/dl, p < 0.001) and lower mean HbA1c 12 months (MD: −0.44, 95%CI: −0.68 to −0.19 mg/dl, p < 0.001) postoperatively. Similarly, when compared to SG, patients that underwent GB had a lower BMI 52 months postoperatively (BMI MD: −1.8, 95%CI: −2.9 to −0,7 kg/m 2 , p < 0.001), lower low-density lipoproteins (MD: −17.7, 95%CI: −25.6 to −9.9 mg/dl, p < 0.001), lower triglycerides (MD: −5.6, 95%CI: −9.0 to −2.2 mg/dl, p < 0.001) and lower cholesterol (MD: −16.3, 95%CI: −26.7 to −5.9 mg/dl, p < 0.001) 12 months postoperatively. Conclusion: Based on this meta-analysis, laparoscopic Roux-en-Y gastric bypass is more effective than laparoscopic sleeve gastrectomy concerning improved long-term glycaemic control, lipid metabolism and weight loss. Gastroenterology and Hepatology, Cantonal Hospital of St. Gallen, St. Gallen, Switzerland Objective: Currently, there are two standard techniques to perform the gastrojejunostomy in gastric bypass surgery: The linear stapling and circular stapling technique. The aim of study was to compare the two techniques regarding postoperative morbidity and weight loss. Methods: We compared two consecutive cohorts at a single institution between November 2012 and June 2014 undergoing gastric bypass surgery. The incidence of complications and weight loss at one year was assessed in 109 patients with the circular stapling technique (CSA) and 134 patients with the linear stapling technique (LSA). Results: Preoperative BMI and incidence of comorbidities were similar in both groups. Postoperative complications were more frequent in the CSA group with 23.9% versus 4.5% in the LSA group (p = < 0.0001). The main difference was the incidence of stenotic strictures, which occurred in 15.6% in the CSA versus 0% in the LSA. As a result, balloon dilation was required at least once in 15 patients. The rate of leakages, length of stay and weight loss at one year was similar in both groups. Conclusion: Linear stapled gastric bypass displays less stenotic strictures with similar weight loss at one year compared to circular stapling technique. Surgery, Spitalzentrum, Biel, Switzerland, 6 Center for Cancer Care, Indiana University School of Medicine, Goshen, USA Objective: To compare the prognostic accuracy of copeptin, proadrenomedullin (pro-ADM), pro-atrial natriuretic peptide (pro-ANP) and cortisol in the prediction of organ failure or death in patients with acute pancreatitis (AP) and to assess whether these biomarkers are associated with the severity of AP. Methods: From April 2011 to January 2015 142 consecutive patients with AP were included in this single center prospective study conducted at a tertiary referral center. Included patients had their pain onset within the last 96 hours and were observed for 4 days after study inclusion. Organ failure was assessed using the modified Marshall scoring system for organ dysfunction and severity of AP was assessed using the Atlanta 1992 and 2012 criteria, including the Ranson, APACHE II and modified Marshall Score. Blood samples were taken to measure the experimental biomarkers copeptin, pro-ADM, pro-ANP and cortisol, as well as the more established biomarkers C-reactive protein (CRP) and procalcitonin. We used logistic regression to predict organ failure or death within 4 days of study inclusion as well as linear regression to estimate the association between the six biomarkers and the severity of AP. Results: During the 4 days of follow-up, 30 organ failures or deaths occurred in 136 (96%) patients with outcome data. With the exception of cortisol, the discriminatory ability to predict organ failure or death was modest for all biomarkers, with areas under the receiver operating curve (AUC) between 0.44 and 0.66. In contrast, cortisol showed an AUC of 0.78 and the APACHE II score one of 0.75 ( Figure) . Patients with moderate to severe AP showed significantly higher plasma concentrations of all six biomarkers as compared to those with mild AP. The association of copeptin, pro-ADM, pro-ANP or cortisol with the severity of AP was comparable to that of CRP, while the association of procalcitonin with the severity of AP was slightly stronger. Conclusion: Cortisol seems to be the best candidate to predict short-term organ failure or death in patients with AP. Copeptin, pro-ADM, pro-ANP and cortisol are associated with the severity of AP comparably to CRP, which is still considered the gold standard marker in AP. More data are needed to show whether a risk stratification using biomarkers translates into a better clinical management of patients with AP. 
Outcomes of recurrent hepatocellular carcinomas
Department of Visceral Surgery, University Hospital of Lausanne, Lausanne, Switzerland
Objective: Surgery is one of the best options for curative treatment of hepatocellular carcinomas (HCC) in resectable patients. Median overall survivals (OS) after resection of 50 to 70 months have been reported. Recurrences are nevertheless common after surgical resection, ranging from 45 to 75% in the literature. Few data on the treatment outcomes of recurrent HCC exist. The study aim was to compare OS of recurrent HCC after primary surgical resection to OS of patients without recurrence. Methods: A retrospective study was performed from 1993 to 2015. All HCC patients operated in our department were collected and reviewed to find recurrent cases. Demographics, perioperative details, and postoperative outcomes were recorded and time to recurrence, performed treatments, median OS, and 5-year OS were calculated. The primary endpoint was OS of patients with and without recurrence. The secondary endpoint was OS of the various treatments performed in case of recurrent HCC. Survival was calculated from the primary operation. Results: The cohort included 147 patients with liver resection for HCC during the study period. Among these, 67 patients presented a recurrence (46% of all operated patients) with a median follow-up of 24 months (IQR 13-43). The median time to recurrence was 12 months (IQR 6-28). The median and 5-year OS were 63 months and 47% for patients with recurrence compared to 82 months and 54% for patients without recurrence (p = 0.036). First-line performed treatments were radiofrequency ablation (RFA, 18), chemo-embolization (TACE, 16), novel surgical resection (10), systemic chemotherapy (4), radio-embolization (1), and alcoholization (1). Palliative care was performed in 17 patients. Thirty-four patients needed a combination of treatments or repetitive treatment. Median OS of patients treated by RFA, TACE, or surgery was 77 months, 71 months, and 84 months, respectively (p = 0.735). The 4 patients treated by systemic chemotherapy had a median OS of 24 months, and the 17 patients who had palliative care had a median OS of 20 months. Conclusion: Recurrence after surgical resection of HCC is frequent and negatively impacts OS. Interventional treatments of recurrences offer improved outcomes compared to medical care. Particularly, surgical resection in selected patients allows similar OS as in non-recurrent cases.
Outcomes of 41 consecutive transanal total mesorectal excisions for low rectal cancer R. Troller, F. Grieder, H. Gelpke, E. Gmür, L. Mietzsch, S. Breitenstein, M. Adamina
Department of Visceral and Thoracic Surgery, Cantonal Hospital of Winterthur, Winterthur, Switzerland
Objective: Transanal total mesorectal excision (taTME) is an alternative to conventional mesorectal excision owing to its ability to achieve clear distal and circumferential resection margin in low cancers. Methods: Consecutive patients treated by taTME were included in a prospective cohort study. Perioperative and short-term oncologic outcomes were measured along regular clinic visits and the results were reported as median and interquartile range (IQR). A prospective registry was maintained and outcomes were independently assessed. Results: 41 patients with a low rectal cancer (6cm to anal verge, IQR 5-7) underwent a taTME between Feb 2013 and Nov 2015. Age and body mass index were 66 years (IQR 58-77) and 26.6kg/m2 (IQR 24-30.9). 27 (66%) patients had neoadjuvant radiochemotherapy. Median surgery time was 360 minutes (IQR 321-417.7), including an ileostomy. No statistical difference in surgery time was found when taTME was performed by one (n = 26, 373 minutes, IQR 331-422.5) or by two surgical teams (n = 15, 345 minutes, IQR 310.75-396.25). Median length of stay was 14 days . Dissection of the mesorectum was good (all Quirke 3) and all distal and circumferential margins were clear. Median T stage was 3 (IQR 2-3). 11 patients had lymphnode metastases for a median number of retrieved nodes of 24 (IQR 17-35.5). Last, cumulative 30-day morbidity amounted to 22% major complications (Dindo Clavien III-V), including 2 anastomotic leaks (4.9%) and 39% minor complications (Dindo Clavien I-II). Conclusion: Transanal total mesorectal excision allows good surgical and oncologic quality to the expenses of a reasonable surgery time and morbidity. However, robotic equipment is costly and has to be covered by the healthcare provider in the system of Swiss Diagnosis Related Groups (Swiss-DRG), which has been implemented in 2012. In this system, combination of diagnostic and procedural codes determines the reimbursement. Exact amount of reimbursement is derived by national cost data with a two-year lag and the target to compensate average costs without additional compensation for high technologies. As such, it is imperative to know if robotic Roux-en-Y gastric bypass surgery is adequately covered by reimbursement and the purpose of this analysis is to compare the costs and reimbursement of robotic gastric bypass surgery in the Swiss healthcare system. Methods: Prospectively derived administrative costs data of patients who were coded with a primary diagnosis of obesity (E.66.X), a procedure of gastric bypass surgery (44.3) and a robotic identifier during the years 2012 to 2014 was analyzed and compared to the triggered reimbursement for this patient cohort. Results: 254 patients with a mean numbers of 2.5 diagnoses were identified. Most common coded co-morbidities included gallbladder disease (39.4%), hypertension (9.0%) and diabetes (5.1%). 82.3% of subjects were coded with concomitant surgery of gallbladder and biliary structures, 19.3% with other abdominal procedures and 9.1% with procedures of the liver. Mean length of stay was 5.5 days. Overall dominating costs were incurred by the operating room with CHF 5164, nursing with CHF 3382 and anesthesia with CHF 2926. CHF 1519 was calculated for the use of the da Vinci system for each patient. Mean total cost per patients was CHF 19 027 with a mean reimbursement of CHF 24 917. Conclusion: Robotic gastric bypass surgery for the primary diagnosis of obesity has been well covered in our setting by reimbursement within Swiss DRG system from 2012 to 2014. It seems that this procedure has been a clear DRG-winner and in case of similar coverage in the future, this procedure should be further expanded at our institution. However, the Swiss DRG system is still in its infancy and relies on 2 year-old cost data. As such, changes to the reimbursement of this procedure can be expected for the future. Objective: Training in laparoscopic surgery is important not only to acquire and improve skills but also avoid the loss of acquired abilities. The aim of this single-centre, prospective randomized study was to assess skill acquisition of different laparoscopic techniques and identify the point in time when acquired skills deteriorate and training is needed to maintain these skills. Methods: Sixty surgical novices underwent laparoscopic surgery (LS) and single-incision laparoscopic surgery (SILS) baseline training (BT) performing two validated tasks (peg transfer, precision cutting). The novices were randomized into three groups and skills retention testing (RT) followed after 8 (group A), 10 (group B) or 12 (group C) weeks accordingly. Task performance was measured in time with time penalties for insufficient task completion. Results: 92% of the participants completed the BT and managed to complete the task in the required time frame of proficiency. Univariate and multivariate analyses revealed that SILS (P < 0.0001) and precision cutting (P < 0.0001) were significantly more difficult. Males performed significantly better than females (P < 0.005). For LS, a deterioration of skills (comparison of BT vs RT) was not identified; however, for SILS a significant deterioration of skills (adjustment of BT and RT values) was demonstrated for all groups (A-C) (P < 0.05). Conclusion: Our data reveal that complex laparoscopic tasks (cutting) and techniques (SILS) are more difficult to learn and acquired skills more difficult to maintain. Acquired LS skills were maintained for the whole observation period of 12 weeks but SILS skills had begun to deteriorate at 8 weeks. These data show that maintenance of LS and SILS skills is divergent and training curricula need to take these specifics into account. Objective: Seroma formation and lymphoedema following radical lymph node dissection (RLND) are complications frequently encountered. One potential strategy to reduce the incidence of these complications is the use of Harmonic Scalpel. A recent randomized trial showed a higher rate of lymphoedema in patients who underwent RLND with harmonic scalpel suggesting an oversealing of the lymphatic vessels. The aim of the present prospective study was to evaluate the impact of harmonic scalpel on the amount of drained lymph after RLND. Methods: Between 2009 and 2013 in a tertiary academic centre, patients undergoing inguinal or axillary RLND or completion lymph node dissection for melanoma, squamous cell carcinoma or sarcoma, were randomized in a controlled trial comparing the impact of two surgical dissection techniques on drained lymph. In group USS, dissection was conducted with Harmonic Scalpel and in group control by ligation and monopolar electrocautery. At the end of the procedure a closed Redon suction drain was placed in the groin or in the axilla. The daily amount of drained lymph in 24 hours was measured. The primary endpoint was to compare the quantity of post operative drained lymph in both groups. Secondary endpoints were the comparison of drained lymph with BMI, gender, age and surgical site (axilla, groin) Results: 80 patients were enrolled in this trial. 40 patients were randomly assigned in group USS and control respectively. No significant difference was observed in the total volume of lymph drained (USS: 2908 +/− 2453 ml vs. C: 3898 +/− 5791 ml; p-value = 0.382). Moreover, no significant difference on the amount of drained lymph was measured after adjusting for gender, age, and BMI. A significant higher amount of lymph was measured after inguinal dissection compare to axillary (p = 0.032). Objective: The treatment of elderly patients is becoming a medical global challenge since life expectancy is steadily increasing. By the year 2050 it is estimated more than 400 million people of the world's population will be beyond the age of 80. Those demographic changes have resulted in a rising demand for complex surgical treatments in elderly patients which are more cost-intensive. In times of decreasing budgets in health care and the introduction of DRGs (diagnosis related groups) in several countries there has been an ongoing controversy regarding the cost coverage of highly specialized medical treatments in elderly patients even though the topic is highly sensitive. Methods: The prospectively maintained Highly Specialized Medicine (HSM)-database was searched over a period of 3 years until 2014 for patients over 80 and over 75 years with complex surgery of the upper gastrointestinal tract and morbidity, mortality and LOS were observed. The expenses, revenue and the Case Mix Index (CMI) for the 91 patients were collected from the hospitaĺs financial department. The return was calculated for patients over 80, transformed and compared with patients 75-79 years of age and the literature. Results: Both groups had an average CMI of 5 which means comorbidities and complications were comparable. The average costs for the treatment of an HSM-patient over 80 and over 75 years of age were 48886 with maximum costs of 263241 Euro and 51338 with maximum costs of 167200 Euro respectively which is by one fifth higher than reported for an unselected patient collective. Complications Clavien-Dindo grade III or higher accounted for higher costs of up to an average of 86969 Euro in the group over 75 years. The average return for patients over 80 years was 3093 Euro and was therefore cost-effective in contrast to a deficit in the German health system. Though it has to be acknowledged that the positive balance is notably made, due to the profit realized from privately insured patients. Conclusion: Complex surgery of the upper gastrointestinal tract in the very elderly patients is safe but associated with higher cost. Those operations can be performed without a financial loss in the DRG system in Switzerland though private fund the general insured patients. Future adjustments to the system might have to be made to make non-privately insured cases more sustainable. Objective: Besides lifestyle modification, pharmacological management is the standard initial therapy for GERD, including proton pump inhibitor. So the number of anti-reflux surgery is decreasing. If fundoplication is needed, there is still an ongoing discussion which technique (Toupet versus Nissen) shows better results. Toupet is the treatment of choice in terms of a low dysphagia rate postoperatively. Even though the recurrence rate is mentioned to be higher. In this study we compared our data (laparoscopic Toupet Fundoplication) versus literature, in terms of quality of life, dysphagia and recurrence rate.
Impact of the
Conclusion
Gastrointestinal Quality of Life Index (GIQLI) after laparoscopic
Methods:
We assessed the quality of life of all patients treated by laparoscopic Toupet technique between 2003-2014. Data was evaluated for preoperative symptoms, symptoms at time of the last follow up, demographics and morbidity. The Gastrointestinal Quality of Life Index (GIQLI) was determined by standardized questionnaire. Results: Out of the 139 patients (94 female and 45 men), who underwent laparoscopic Toupet fundoplication, 85.6% (119 patients) returned the questionnaire. The average age was 63.5 years (21-87), BMI 28.35 (18.3-40.7), ASA 2.18 (1-3) and mean duration of postoperative hospital stay 7.31 days (3-34). Mean follow-up time was 50 months (5-135). In terms of preoperative symptoms heartburn was mentioned most (79.4%) followed by regurgitation (61.9%). At time of last follow up 67% quoted that heartburn resolved and in terms of regurgitation there was an improvement of 71.8%. 16% of the patients had complications. One person suffered from heavy dysphagia and needed regularly dilations. Mortality was 0% and the recurrence rate was 8.4%.
Conclusion:
The GIQLI score in the study group is well comparable to the score of a healthy population (120.8 points). In our data collection the laparoscopic Toupet Fundoplication goes along with a good quality of life. Compared to the literature there is a low heavy dysphagia rate (0.8%) and an assimilable recurrence rate (8.4%) Objective: Splenectomy is associated with a lifelong increased risk of infections and sepsis. Preventive measures such as immunization, antibiotic prophylaxis and detailed education of splenectomized patients can reduce the risk of life threatening infections. The aim of our study was to determine the vaccination rates, the quality of education as well the current state of knowledge of patients who have undergone splenectomy in our hospital. Methods: We identified 122 Patients who underwent splenectomy between January 2002-December 2011, due to hematological diseases, traumatic or iatrogenic spleen injury as well as atraumatic-idiopathic splenic rupture. A retrospective analysis of data concerning the type and time of postsplenectomy immunization was performed. The 102 patients (84%) who were assumed to be alive at the time of our survey, received a standardized questionnaire to determine the quality of the information received at hospital discharge, the current knowledge about general implications of splenectomy as well as the need for vaccinations. Results: The overall vaccination rate was 81% (84 of 102 patients) of whom all (100%) received a vaccination for Streptococcus pneumoniae, 65% (55/84) for Neisseria meningitidis and 44% (37/84) for Hemophilus influenza type b, mostly within a range of two weeks pre-or postoperatively. Only 12% (10/84) of the patients received a seasonal Influenza vaccination. 34% of the patients (35/102) completed the questionnaire. 84% of the respondents (29/35) recall to have been educated about the implication of splenectomy, although only 40% (14/35) rate their education as sufficient. Specific knowledge about travel precautions or the risk of sepsis when suffering an animal bite, were stated by 26% (9/35) and 9% (3/35) respectively. 71% (25/35) recall receiving education on postsplenectomy immunization and 34% (12/35) know when the next vaccination was scheduled Conclusion: Although our overall vaccination rate correlates with those found in similar studies, our goal should be to maintain a 100% vaccination rate for all three vaccines. The level of patient knowledge is insufficient. In an attempt to improve the quality of education, we provide each patient with a personalized splenectomy identification card, including written information as well as a vaccination protocol.
Objective: A potent lymphocytic reaction is associated with improved long-term outcome in colon cancer. A new methodology, the so-called "immunoscore" (IS) has recently been developed to quantify the type, density and location of immune cell infiltrates within tumors. However, the IS has only been validated on surgical specimens and not on preoperative tumor biopsies. This current study aimed to evaluate the feasibility and predictive value of the IS on tumor biopsies. Methods: The density of total (CD3+) and cytotoxic (CD8+) T lymphocytes was evaluated by immunohistochemistry and quantified by a dedicated image analysis software in two different areas (center of tumor and microenvironment) of 10 tumor biopsies and surgical specimens of stage I to IV colon cancer patients. For each area (center of tumor and microenvironment), three different zones were analyzed and the mean number of lymphocytes was calculated. The IS obtained on the tumor biopsy was correlated with the one obtained on the surgical specimens and with tumor stage, respectively. Results: The density of CD3+ lymphocyte infiltration in tumor biopsy significantly correlated with the total density of CD3+ in surgical specimens (p = 0.07). High infiltration of CD3+ lymphocytes in tumor biopsies was positively associated with higher CD3+ infiltration in the center of the tumor (p = 0.03), but not in the microenvironment (p = 0.31) of the surgical specimens. No significant associations were found for CD8+ lymphocyte densities. CD3 densities in tumor biopsies were associated with earlier tumor stages.
The quantification of the CD3+ lymphocytes within tumor biopsies is feasible and is similar to CD3+ counts within the tumoral core of colon cancer. Therefore, the IS of tumor biopsies may offer important preliminary information on patient's outcome and response to anti-cancer therapies. Until now, such information could only be obtained on surgical specimen. Objective: Hyperthermic IntraPEritoneal Chemotherapy (HIPEC) is an intraoperative chemotherapy protocol developed in the eighties to treat peritoneal carcinomatosis. Combined with CytoReductive Surgery (CRS), it can extend survival and even cure some patients at the price of a high morbidity and mortality. Since 1996, we have been performing in our division, a CRS/HIPEC protocol for peritoneal metastasis of Colorectal Cancer (CRC), Gastric Cancer (GC), Ovarian Cancer (OC), PseudoMyxoma Peritonei (PMP), Mesothelioma (M) and even atypical cancers. We used a closed technique for the administration of chemotherapy. The aim of this study was to report our long-term experience with this technique. Methods: Retrospective review of all patients treated by CRS/HIPEC from 1996 to 2015 was conducted. Demographic and perioperative data were retrieved, as well as oncological status and survival. Results: During the study period, we performed 100 procedures in 98 patients (repeat HIPEC in two): 40 for CRC, 20 for PMP, 18 for GC, 16 for OC, 5 for M and one for a rare peritoneal tumor. HIPECs were performed using mostly Mitomycine C (43%) alone, Mitomycine C and Cisplatine (26%) or Oxaliplatine (23%). Median age was 53 years old (15-72). There were 64 % female and 87% of patients had an ASA score of II.
Long-term outcomes of CRS/HIPEC in a Swiss
The 30 days postoperative morbidity (Clavien-Dindo> = IIIb) was 18% while the 90 days mortality was 3% (0% at 30 days). Median follow-up was 25 months (range 0-171); overall median survival was 42 months (95% CI 21.6-62.5) for CRC, 89 months (95% CI 54.3-123.7) for OC and 26 months (95% CI 8.72-43.3) for GC. Mean overall survival was 165.7 months (95% CI 148.2-183.3) for PMP and 64 months (95% CI 31.6-97.2) for M. Conclusion: Our results show that CRS/HIPEC has a very significant role in oncological surgery for selected patients, despite a high morbidity rate. This is especially true for ovarian cancer, colorectal cancer and PMP, indications presently well accepted. In Gastric cancer, very strict selection criteria have to be applied.
Methods: e searched PUBMED/MEDLINE, EMBASE and the Cochrane Central register, through 21st October, 2015 (CRD 42015019254). We included randomised trials of exercise-based lifestyle interventions on endpoints such as intrahepatic lipid content and blood levels of alanine, and aspartate aminotransferases. Effect sizes are reported as standardized mean difference (SMD) and weighted mean difference (WMD). To investigate heterogeneity, we did sensitivity and meta-regression analyses. Results were reported according to the PRISMA statement. Results: Twenty-eight trials were retained. Physical activity, independently from diet change, was associated with a significant improvement in liver steatosis (SMD −0. 69 95 By meta-regression, we show that individuals with increasing body mass index are increasingly likely to benefit from the intervention (beta coefficient = −0.10 P = 0.037). We recorded no effect modification by variables related to the intensity of the intervention. Conclusion: There is strong evidence supporting that physical activity reduces intrahepatic lipid content and markers of hepatocellular injury in patients with non-alcoholic fatty liver disease. This effect is correlated to baseline BMI of the target population.
ERAS, hospital stay and private insurance
D. Celio, E. De Kruijf, M. Schmalzbauer, R. Rosso, D. Christoforidis
Department of Surgery, Regional Hospital of Lugano, Lugano, Switzerland
Objective: Hospital discharge after colorectal resection within an ERAS program often occurs later than what objective discharge criteria (Fiore 1 ) could allow. After a first retrospective analysis of our data in 2014, we introduced a new patient diary to collect prospectively the Fiore criteria and the reason for discharge delay and also sensitize our team to avoid unnecessary hospital stay extension. The aim of this study was to analyse the efficacy of this measure and the risk factors of discharge delay. Methods: All electively admitted patients for colorectal resection at our hospital in 2014 and 2015 were introduced in the ERAS database and included in the study. The post-operative day on which patients fulfilled the Fiore criteria 1 for readiness to discharge (POD-F) and the effective day of discharge (POD-D) were determined retrospectively (Jan 2014-June 2015, 107 (78%) patients) and prospectively (July 2015-Dec 2015, 31 (22%) patients). We analysed the reasons for discharge delay (POD-D>POD-F) and performed univariate and multivariate analysis to determine risk factors. Results: We included 138 patients (52% female) with a median age of 69 (20-89); 33% underwent a rectal resection and 66% had malignant disease. Median POD-F was 5 (2-48) days, POD-D was 6 (3-50) days. In 94 patients POD-D occurred a median of 1(1-11) days later than POD-F. Reasons for discharge delay were insufficient social support in 13 (14%), patient's preference in 39 (41%) and medical team preference in 41 (44%). In one patient hospital stay was extended to allow a neurosurgical intervention. There was no difference in demographic data, rate, length and reasons for discharge delay between the retrospective and the prospective cohort. Private insurance (OR: 2.61 95%CI 1.08-6.34, p = 0.034) and patient discharged on a day other than Monday (OR: 2.94 95%CI: 1.16-7.14, p = 0.023) were independent predictors for discharge delay. The reason for discharge delay significantly predicted the length of delay, it was longest for insufficient social support (mean 3.8 days, 95%CI: 1.87-5.67, p < 0.001).
Conclusion:
The introduction of a specific patient's diary with objective discharge criteria did not decrease the rate of discharge delay. Private insurance seems to be one of several non-medical factors that prolong hospital stay. Waiting for post-acute care created the longest delays. Objective: Liver resections can be performed safely in a number of programmes. The usual parameters of mortality and morbidity do not provide enough information of the quality of the resections, which must take into account how close the aim of surgery (i.e. R0 removal of the tumour) has been obtained in relation to its theoretical possibility. Methods: We standardized the difficulty of obtaining an objective R0 resection by the distance of the lesions from anatomical structures to be preserved: Type I: ≥10mm (R0 resection easy to obtain), Type II: 9-3mm (intermediate), type III: < 3mm. We analysed the simultaneous experience of liver surgery for colorectal liver metastases (CRLM), recorded in a prospective database, in the two settings of our joint hepatobiliary program UH\RH (University Hospital\Regional Hospital). Radiological, surgical and pathological data were reviewed retrospectively, the distribution of the events was analysed by the χ2-test. Results: In the 4 years 2012-2015, 154 hepatectomies for CRLM were performed, of which 104\50 at UH\RH, respectively. Morbidity Clavien 3 occurred in 5\0 (5%\0%), Clavien 4 in 3\1 (3%\2%) and mortality was 0\0; blood transfusions were given in 8\2 patients (8%\4%) (p = NS). Liver resections type I were 56\41 (54%\82%), type II 24\5 (23%\10%), and type III 24\4 (23%\8%) (p = .002105). In the subgroup I, "first shot" R0 resections (i.e. without further recuts) were obtained in 50 of 55 (89%) patients at UH and in 36 of 41 (88%) at RH: (p = .93784); in group II in 8 of 24 (33%) at UH and 5 of 5 (100%) at RH (p = .006394). In type III lesions, R0 and R1-vascular (as opposed to R1-parenchymal) resections were obtained in 19 of 24 (80%) patients at UH and in 4 of 4 (100%) at RH. After a median follow-up of 2 years, local recurrences were observed in 14\3 patients: type I in 4\1, type II in 5\1 and type III in 5\1 (p = .012).
Evaluating the quality of liver resections for colorectal liver metastases using a standardised definition of the difficulty to obtain R0 surgical margin
Conclusion:
The types of hepatectomies were highly associated to the probability of R0 resection. While the distribution of the types of hepatectomy was different at UH and RH, the rate of R0 histology in type I, resections was similar, suggesting that the aim of an equivalent quality of the procedures had been reached. The classification may prove useful for benchmarking of quality related targets in liver surgery (e.g. when using innovative techniques or when assessing the influence of tutoring). suture and with additional IPOM (group A) or the same procedure without the additional IPOM (group B). Primary endpoints were the incidence of incisional hernias at 2 and 5 years following median laparotomy. Secondary endpoints are the feasibility and safety of the mesh implantation even in contaminated situations (Altemeier grade I-III), and the identification of risk factors for incisional hernias. Patients with contaminated situation grade IV were excluded from this study. Results: Until May 2013 a total of 266 patients were included in this study, 131 patients in group A and 135 patients in group B. Six out of the 266 procedures were emergency operations (group A = 2; group B = 4). Separated to the different grade of wound contamination the allocation in group A is n = 39 grade I; n = 31 grade II, n = 61 grade III, and in group B: n = 40 grad I; n = 31 grad II; n = 64 grad III, respectively (p = 0.94). There were no differences regarding patient characteristics (age, BMI, gender, smoker, diabetes) between group A and B. So far 17/131 in group A and 18/134 in group B died or had a re-laparotomy. Follow-up data 2 years after surgery were available from 204 patients (group A = 105; group B = 99). An incisional hernia was diagnosed in 18/105 (17%) patients in group A and in 40/99 (40%) patients in group B (p < 0.01). An operation due to an incisional hernia was conducted for 12 patients in group A and for 22 subjects in group B (p = 0.039). No mesh penetration and no bowel obstruction did occur. One burst abdomen occurred in group A and one in group B. The IPOM from three patients of group A required surgical removal because of a mesh-infection.
The results after two years indicate that the placement of an IPOM with prophylactic intention significantly reduces the risk for an incisional hernia. Furthermore, the procedure is feasible and seems to be safe. Additionally, our results imply that the number of incisional hernia following median laparotomy is underestimated. Objective: Applicants seeking to enter surgery training today may have different goals and expectations than those of prior generations. Surgical departments are struggling to fill open positions, while little is known about what does truly matter for the upcoming generation of surgeons. This survey investigated the key factors that determine the choice of a teaching hospital for the current generation. Methods: Participants to the first step of surgical qualification (Basisprüfung Chirurgie) were surveyed using a 81-item questionnaire investigating hospital attractiveness, organization, communication, teaching culture, working hours, and hospital teaching status and location. Results were reported as mean, standard deviation (SD), and range (R) from a 1-6 scale (1 worst, 6 best). Results were adjusted for sex, age, and nationality by multivariate analysis. Results: 968 questionnaires from the 2013 to 2015 nationwide examinations (return rate of 81.8%) were evaluated. Male:female ratio was 1.56 with 568 men (60.9%) and 365 women (39.1%) answering the survey. Participants were residents (n = 894, 95.4%) with a mean age of 30 (SD 3.4, R 24-51). Most of them were aiming for a speciality in general surgery (n = 297, 32.1.%), orthopedics (n = 294, 31.8%), urology (n = 64, 6.9%), and plastic surgery (n = 43, 4.6%). When queried about the most important factors in hospital/residency attractiveness, residents put first a structured teaching environment with active learning and involvement in surgical cases (5.58, SD 0.63, R 3-6), second was interest and fun in everyday's work (5.57, SD 0.62, R 3-6), third learning by doing (5.53, SD 0.73, R2-6). A friendly communication (5.52, SD 0.65, R 3-6), good relationships at work (5.45, SD 0.6, R 2-6), and an introduction program for new employees (5.38, SD 0.76, R 2-6) were further points raised. Adjusting these results for sex, age, and nationality revealed no influence of these individual factors on the key drivers of choice of a surgical department (smallest p = 0.065). Conclusion: Current surgical residents value most a structured teaching environment with active involvement in the operating room, fun and interest in everyday's work, and good working relationships over working hours regulations, salary, and prestige. Surgical leaders may take this into account when Objective: To assess the influence of regional lymph node retrieval (RLN) on stage migration and survival in pancreatic cancer patients. Methods: A total of 7,685 stage I and II pancreatic cancer patients were identified in the Surveillance, Epidemiology, and End Results database between 2004 and 2011. The impact of RLN on overall and cancer-specific survival was assessed using Cox proportional hazard regression models with and without risk-adjustment and propensity score methods as well as join-point regression analysis. Results: In 2,799 patients, 1-10 RLN were retrieved, in 3,971 patients 11-19 RLN, and in 1,807 patients 20+ RLN. The rate of node-positive pancreatic cancer was steadily increasing with the number of retrieved RLN. This trend continued beyond 10 retrieved RLN (P < 0.001). In unadjusted analysis, retrieval of RLN did not influence survival (P = 0.178). When adjusting for a significant bias in staging variables (P < 0.001), retrieval of 20+ RLN compared to 11-19 RLN was associated with an increased survival in node-negative cancer (hazard ratio of death = 0.78, 95%CI: 0.62 to 0.98, P = 0.033) and in node-positive cancer (hazard ratio of death = 0.83, 95%CI: 0.74 to 0.93, P = 0.002). Conclusion: This is the first population based propensity score adjusted investigation demonstrating that an extended retrieval of RLN in pancreatic cancer lowers the rate of stage migration and is associated with a better oncological outcome in node-negative and positive cancer. Contradictory results may be explained by a bias in the cancer characteristics for a different extend of RLN retrieval. Objective: The quality of surgical education in Europe is a matter of continuous debate. Segmental colonic resections are claimed to be surgical procedures typically taught to surgical trainees. We aimed to assess the percentage of segmental colonic resections taught to Swiss residents in the last decade and to identify factors that influence the percentage used for surgical training. Methods: Based on the nationwide prospective sample of the AQC (Arbeitsgemeinschaft für Qualitätssicherung in der Chirurgie) all segmental colonic resections (ileocecal resection, right-and left hemicolectomy, and sigmoid resection) performed at participating centers between 2005 and 2014 were identified. The hierarchical position of the surgeon performing the individual operation was assessed. The number of resections taught to residents was compared to the number performed by senior surgeons (chairmen, junior and senior staff surgeons). Subsequently, factors predictive for procedures to be performed by residents in training were analyzed. Results: All segmental colonic resections (n = 5558) were identified and divided into the following categories: ileocecal resection (n = 434), right-hemicolectomy (n = 1840), left-hemicolectomy (n = 816) and sigmoid resection (n = 2468). Only 5.3% of all the colon resections between 2005 and 2014 were taught to residents: 3.9% (2005) 
Generation Y at work-a nationwide survey of surgery residents
Colon surgery education in
Division of Trauma Surgery, University Hospital of Zurich, Zurich, Switzerland
Objective: Teaching of surgical procedures is of paramount importance. However, the cost and time constraints limit the opportunities to teach. The aim of this study was to evaluate if teaching is a significant predictor for inpatient death, complications and length of stay after surgical care of hip fractures recorded in the AQC database (Arbeitsgemeinschaft für Qualitätssicherung in der Chirurgie). Methods: We retrospectively analyzed all hip fracture patients recorded in the AQC database between 2008 and 2013. The inclusion criteria were ICD-10 diagnostic codes S72.00 to S72.11 (proximal hip fractures). Further, patients must have been operated and the teaching status of this procedure must have been reported. The cohort included 4'397 patients with a mean age of 80 years. Fifty percent of these patients had a pertrochanteric fracture and 48% had a femoral neck fracture. Pertrochanteric fractures were treated most frequently with closed reduction and internal fixation (68%), femoral neck fractures with hemi-arthroplasty (53%). Forty eight percent of the procedures were conducted as teaching interventions. The mean length of surgery was 94 minutes for the group with versus 84 minutes without teaching. Variables were sought in biand multivariate analyses. Teaching status was entered in multiple regression analysis models for death, complications and length of stay while controlling for confounders.
Results: The overall mortality rate was 4.5%. Teaching status was not a predictor for mortality. A higher ASA score was the strongest associated risk factor for inpatient death. Fifteen percent of patients suffered at least one complication. Teaching of a procedure did not influence the rate of complications. A higher ASA-score and the need for antibiotic therapy were the main predictors of complications. The mean length of stay was 11 days. Teaching was associated with a longer hospitalization as well as age, a higher ASA-score, the need for antibiotic therapy and adverse events.
Objective: Contrast enhanced whole body CT is more and more routinely performed for the initial evaluation of severely injured patients. The nephrotoxic effects of the intravenous contrast agent have been well investigated in patients undergoing coronary angiography. However, little is known about the contrast-induced acute kidney injury in trauma patients. The primary goal of this study was to determine the prevalence of CIN at a Level I trauma center. Further, independent risk factors for the development of CIN and the clinical implications were investigated.
Methods:
The electronic medical records of all trauma patients admitted to the resuscitation area of our Level I trauma center between 2008 and 2014 were retrospectively reviewed. Inclusion criteria were pre-clinical intubation and i.v. contrast enhanced whole body CT at admission. Exclusion criteria were missing initial serum creatinine levels (SCr) or missing follow up levels within 72 hours. Two hundred and eighty four patients with a mean age of 47 years met the criteria and were further analyzed. CIN was defined as a relative increase in SCr > 25% over the baseline value or an absolute increase of > 44 μmol/l within 72 hours. Bivariate and multivariable regression analyses were performed to identify significant risk factors. Therefore all p-values < 0.1 were included. A p-value < 0.05 was considered statistically significant. Results: Forty one patients (14%) met the criteria for CIN. Six patients (15%) had hemodialysis in the CIN-group and 8 (3.3%) in the group without CIN.
Mortality rate was 32% in patients with and 23% in patients without CIN. Older age (OR 1.02),new para-/tetraplegia (OR 5.9) and pre-existing musculo-skeletal diseases (OR 4.5) were identified as independent risk factors for CIN. CIN itself significantly increased the risk for hemodialysis (OR 4.8). However, CIN was not a risk factor for mortality nor complications while controlling for concomitant injuries, comorbidities, age, and sex. The length of stay was also not affected by CIN.
Conclusion:
The incidence of CIN (14%) was slightly higher compared to other studies. This is possibly due to our inclusion criteria, since only severely injured patients were included in our study. We found age, plegia and muskulo-skeletal diseases as risk factors for CIN. CIN itself did however not affect in-hospital outcome except for hemodialysis.
Major influence of interobserver reliability on polytrauma identification with the Injury Severity Score (ISS): Time for a centralized coding in the Swiss Trauma Registry?
R. Maduz, P. Kugelmeier, S. Meili, C. Meier, P. Wahl
Department of Orthopaedics and Traumatology, Cantonal Hospital of Winterthur, Winterthur, Switzerland
Objective: Since 2015, all designated trauma centres in Switzerland have been committed to provide defined patient data sets to the Swiss Trauma Registry (STR), including the Abbreviated Injury Scale (AIS) and the Injury Severity Score (ISS). Among other parameters, these scores shall be used to compare treating institutions regarding trauma burden and outcome of severely injured patients, with the aim of optimizing resource allocation and patient outcome. However, reliability of these scores may be compromised by the complexity of the coding systems and interobserver reliability. As every trauma centre is responsible for its own coding and data input, this study aims at evaluating interobserver reliability of AIS and ISS coding. Methods: Interobserver reliability of the AIS and ISS is analysed from a cohort of 50 consecutive severely injured patients treated in 2012 in our institution. Coding was performed retrospectively from medical records by 3 independent and specifically trained observers. Results: Despite median differences in ISS of 3 points (range 0-17), the intraclass correlation coefficient was 0.975. Considering a cutoff ISS ≥ 16, only 38 patients (76%) were identified uniformly as polytraumatized or not.
Increasing the cutoff to ≥ 20, this increased to 41 patients (82%). A difference in the AIS of ≥ 1 was present in 261 (16%) of possible codes, but this is biased by the fact that a large majority of body regions had no injury. Excluding all body regions were the 3 observers unanimously identified no injury, a difference of ≥ 1 was present in 91 of 193 (47%) and ≥ 2 in 21 of 193 (11%) injured body regions. As this corresponds to 94 of 579 possible observer pairings, differences in AIS of ≥ 2 points have been observed in 16%, approximately every 6th case. Conclusion: Even if corresponding interobserver correlation coefficients appear to be within ranges commonly accepted as moderately good, it appears that injury severity is not identified correctly or consistently when using the AIS. This leads to wrong identification of severely injured patients using the ISS. Improving consistency of coding, such as through centralization, would thus be recommended before scores based on the AIS are to be used for interhospital benchmarking and resource allocation in the treatment of severely injured patients.
Methods:
Single centre retrospective case series of 167 consecutive patients, operated with ORIF for distal radius or ankle fractures in 2014. Fractures were classified according to the AO classification. Intra-operative radiopgraphs were not standardised. Postoperative files were evaluated if the postoperative radiographs did lead to a change in treatment protocol. Changes in treatment protocol were defined as additional CT-imaging, reoperation or other changes as defined in the postoperative orders. Results: In 7.2% (12/167) of the patients, a change in the treatment plan was recorded after the postoperative radiographs. Ten patients (6%) were reoperated (three without additional imaging, seven after additional imaging with CT). Of these 10, 8 required a reosteosynthesis. Two patients had additional imaging (CT) without further consequences. There was no statistical difference between changes in the treatment plan depending on night or daytime surgery or if the surgeon was a resident or consultant and also independent of the fracture classification. Conclusion: Standardised postoperative radiographs led to over 7% changes in the postoperative treatment protocol. Moreover, 6% of the patients required a second operation. These numbers are high and suggest that standardised postoperative radiographs do add to the quality of fracture care. In the future, standardised intra-operative radiographs will be defined at our institution in order to prevent the need of postoperative radiographs.
Characteristics and functional outcome in survivors of severe trauma with versus without major brain injury Objective: Considering the limited data in recent literature we investigated the trauma characteristics and long-term outcome of severely injured depending on whether they sustained major traumatic brain injury (mTBI) or not. Methods: Prospective Swiss trauma center study evaluating the differences between survivors of severe trauma (Injury Severity Score, ISS>15) with regard to whether they sustained mTBI (Abbreviated Injury Scale, AIShead > = 3) or not (non-mTBI). Comparison of patient, injury and treatment characteristics as well as long-term outcome scoring (SF-36; EQ-5D; TOP; QOLIBRI) at least one year following trauma (ANOVA; p < 0,05). Results: Overall 154 severely injured patients returned the self-report questionnaires: n = 81 following mTBI vs. n = 74 non-mTBI. Groups did not differ with regard to age, gender or mean ISS. In contrast, mTBI-patients were less often victims of high energy trauma (p = 0.006), more often admitted secondarily from another hospital (p = 0.012) and had a higher probability to die (RISC < 0.001). mTBI patients more frequently sustained severe injury (AIS>2) of the face (p = 0.001) vs. non-mTBI who more often sustained additional severe injury of the thorax, abdomen, extremities and pelvis (all p < 0.001). mTBI patients more often underwent emergency operations (< 6h after admittance; p = 0.008) or an ICU treatment (p = 0.049), but did not differ in functional outcome at the end of hospital stay (Glasgow Outcome Scale). With regard to long-term outcome, e.g. the SF-36 or EQ-5D both groups demonstrated reduced values compared to the norm, but did not differ from each other. The trauma specific TOP only revealed a lower function for mTBI vs. non-mTBI patients in the mental item (p = 0.003), the brain specific QOLIBRI in the cognition item of mTBI (p = 0.015). No differences were found between the rate of capacity to work, loss of income or invalidity at least one year following injury. Conclusion: Surprisingly, both trauma energy and injury severity (ISS) were not higher in mTBI compared to non-mTBI patients. The long-term outcome of severely injured patients with mTBI appeared to differ only very discreet from those without mTBI. Further studies have to evaluate whether this finding may be due to an insufficient sensitivity of scorings well established in the field or may disclose a higher than expected functional loss of patients without mTBI.
Is the Berlin definition less rater reliant? Conclusion: Compared to the ISS based polytrauma definitions, the Berlin Definition seems to be less rater reliant. Our investigation underlines the current discussions of the need to redefine the term polytrauma especially in regard to its rater dependence. By doing this, a better comparability of the patient data in studies and quality assurance procedures can be guaranteed.
Perioperative visual loss (POVL) in trauma patients without head injury:
A report of two cases A case of ???
F. Al Hasani, P. Stillhard, C. Sommer
Department of Surgery, Cantonal Hospital of Grisons, Chur, Switzerland
Objective: POVL without head trauma is rare, unexpected and a devastating complication. It is mostly associated with anterior ischemic optic neuropathy (AION), and much rarer with cortical blindness. In 2015 we observed two cases in our clinic. Methods: Patient A sustained in a high-speed car accident a periprosthetic femur fracture but no head injury. The osteosynthesis was done in a hemodynamically stable patient followed with a mild hypotensive period on the ICU due to intra-and postoperative blood loss. Low Hb level (62g/L) was corrected with 6 RCCs (red cell concentrate) in the first three days. Patient B fell 10 meters from a roof. He was hemodynamically unstable on arrival. Multiple fractures including a lumbopelvic dissociation were diagnosed. After damage control surgery including a pelvic C-clamp, definitive lumbopelvin stabilisation was started on day 1 under stable conditions and normal organ function. A massive intraoperative blood loss lead to a prolonged shock state requiring mass-transfusions (28 RCCs). Results: Patient A showed a fast prograding vision loss on day 2. CT and MRI (head, neck) were normal as well as fundoscopy. The diagnosis of an AION was made and steroids were given, but unfortunately without improvement of vision after nine months. Patient B was awaken after extubation but there was a major discordance between the patients subjective vision and the objective examination. The patient denied his visual loss and confabulated, which is known as Anton Syndrome. A cortical blindness was suspected, which could be confirmed by MRI. Both patients were middle aged (50, 67), male, with major traumatic blood loss and periods of moderate hypotension with relative slow response to treatment. Conclusion: POVL is a rare complication and mainly seen after planned spine and cardiac surgeries. Identified risk factors include male sex, longer
Objective: The classic general surgery and trauma surgery in Germany, Austria and Switzerland has undergone notable changes during the last years. Curricula and treatment situation are different within all three countries. Whereas the general surgery dissolved into visceral surgery in Germany, the trauma surgery abandoned thoracic and abdominal interventions to a varying extent. We therefore aimed to obtain the current treatment situation to identify structural adaptations that need to be made. Methods: A cross-sectional study, based on an online survey, including 175 Austrian, Swiss and German trauma surgeons, was carried out over a period of 8 months in 2015. With regard to structural country-specific differences, members of the Swiss association for surgery as well as the Austrian and German association for trauma surgery were contacted. Results: In 43% of the participating departments, a visceral/general surgeon is part of the team in the emergency room, in addition to the trauma surgeon. As a consequence, 61% of the trauma surgery departments, performed surgery on only 1-24 patients with abdominal injury/year. Regarding non-operative abdominal trauma, 30% of trauma departments treat 25-49 cases/year. A separation into the level of trauma center showed that the majority of level-I trauma centers operated on 50-100 patients. A similar development can be observed regarding the estimated general surgical competence that was stated with 100% for the clinical director, 50% for the attending/specialist and 0% among the residents. Asked for their personal opinion, 47% aspire to have at least theoretical competence and partial independent operative competence in abdominal trauma. 73% want to be able to carry out an emergency laparotomy, 66% a splenectomy and 54% a small bowl segment resection/suture. On the contrary, 12% believe that a trauma surgeon does not need any visceral surgical skills. Conclusion: Currently, abdominal trauma in Germany, Austria and Switzerland seems already to be treated mainly by the visceral surgery department, leading unavoidably to limited training in abdominal trauma for the junior trauma surgeon. A majority of the participants believe, having competence in abdominal trauma surgery, is a necessary skill for trauma surgeons. Therefore, it is essential that adaptations need to be made to teach basic skills of visceral surgery. Objective: Determining the severity of injury is hard to deal at trauma side. To reduce the ratio of under-triage without drastically increasing the ratio of over-triage we evaluated actual guidelines and tried to detect relevant pre-hospital triage information of severely injured patients indicating the need for immediate evaluation and treatment in the resuscitation area Methods: All trauma patient data of the year 2010 of our hospital were collected. Excluded were ambulatory treated patients. Activation of resuscitation room was coordinated based on the S3-guideline. Correctly triaged for resuscitation area were patients with an ISS>16 and/or the need for ICU treatment. We conducted an accident factor including most of the injury-patterns to summarize them. The resulting thirteen variables were assorted due to their inclusion probability in the consequent models. Depending on the 13 variables, 14 possible triage models were evaluated. Brier-and Log-scores were calculated to evaluate how good the model manages to predict the necessity of resuscitation room activation. Within the chosen model we calculated the resulting rate of over-and under-triage. Results: A total data of 1937 patients were included in this study. 69% (n = 1344) were allocated to the emergency department; 31% (n = 593) treated in the resuscitation room. Mean age of all patients was 48 +−22 years; sex distribution was 62% male and 38% females. Mean ISS was 7+−9 points. A mortality of 4% (n = 71) was measured. Best prediction values were achieved with 11 variables, but the performance of the model did not decrease significantly by reducing to 7. Within the patients taken to ward or ICU there were 8.5% (n = 19) of under-triage and 22.5% (n = 385) of over-triage. Strictly using the prediction model with 7 covariates the under-triage would change to 2.8%, whereas in its turn we were forced to accept an over-triage of 56.6 %. Conclusion: Within this study the resuscitation room activation criteria could be reduced to 7 without losing its accuracy and safety for the patient. Statistical irrelevant parameters like pre-hospital estimated ISS, an intubated patient and suspected fractures of two proximal long bones could be excluded as well as a summarization of the accident pattern. Based on our findings the criteria should be validated and further evaluated with respect to potential independent factors e.g. age.
Results: Of 16,043 patients undergoing CEA in 2012-13, 276 received at least one transfusion prior to discharge (1.7%). 42% of transfusions occurred on the day of surgery. Patients receiving a transfusion had worse clinical 30-day outcomes: stroke (6% vs. 1% for control group, P < 0.001); myocardial infarction (8% vs. 1%, P < 0.001); mortality (6% vs. 0.6%, P < 0.001) (Fig.1) . Preoperative hematocrit < 30% (Odds ration OR: 57.4; 95% confidence interval CI: 29.6-111.1), dependent functional status (OR: 2.7; 95%CI: 1.5-5.1), coagulopathy (OR: 2.5; 95%CI: 1.7-3.6) and creatinine ≥ 1.2 mg/dl (OR: 2.3; 95%CI: 1.6-3.3) among other risk factors predicted transfusion (Fig.2) . A risk prediction model based on these data produced a C-statistic of 0.861; application of this model to the validation set demonstrated a C-statistic of 0.850. 97% of patients in the validation set received a score of 4 or less corresponding to an individual predicted transfusion risk of 5% (Fig.3) . Omitting a T&S in these patients would generate a potential annual cost saving for NSQIP hospitals of over $5,400,000 based on our institutional cost. Conclusion: While T&S is commonly performed for patients undergoing CEA, transfusion following CEA is rare and well predicted by a transfusion risk score. Avoidance of T&S in this low-risk population provides a substantial cost-saving opportunity without compromise of patient care.
Use of the STAT (Sutureless Telescoping Anastomosis Technique) to facilitate supraaortic revascularization: Mid-term Results:
Objective: Despite increase in operator's experience and technology in EVAR devices, the long-term durability remains problematic with 20% of re-interventions, especially due to endoleak (EL). In this context, the endovascular aneurysm sealing (EVAS) is an innovative concept, based on the deployment of polymer-filled EndoBags surrounding the Nellix endografts (Endologix, Irvine, California) and filling the aneurysmal sac. The aim of this study was to report our early multicentric experience. Methods: Retrospective analysis of prospective data retrieved from 3 centers between December 2013 and January 2016 was done. All patients with the Nellix system implanted inside the IFU were analyzed. Endpoints were technical success, postoperative morbidity, rate of endoleak and any aneurysm-related re-interventions during follow-up. Results: Mean age at operation was 49 years (9-68), 64% of patients were female. 14 patients presented a purely vascular TOS (2% arterial, 3% venous).
In the reports a total of 459 anatomic particularities have been described. In 95% of cases at least one anatomic anomaly has been stated; in 62% two or more relevant anatomic variants have been detected. In 63% aberrations of the scalene muscles and in 55% ligamentary structures causing the neurovascular irritation have been identified. In 32% there were modifications of bony structures, as slight alterations in position and morphology of the first thoracic rib (21%); in 11% cervical ribs have been mentioned. Conclusion: According to literature anatomical variants of the thoracic outlet are not uncommon (39-50%); in 1/3 of cases more than one anomaly has been described. However, in our TOS-patient's collective, 95% show at least one, 62% two or a combination of several relevant structural particularities. Prevalence of cervical ribs in patients with TOS is up to 10 times higher when compared to the general population (< 1%), what has been confirmed by our data. However, according to our results even more import is the morphology and position of the first thoracic rib. In addition, our results demonstrate that irritating structures are in most cases soft tissue anomalies, as scalene muscle aberrations and ligaments, which may not be easily detected by conventional preoperative imaging.
hemodialysis with arteriovenous fistula (AVF). The aim of this quality assessment study, using data from VA cantonal register, is to evaluate the adequacy of care in dialysis patients. 
Conclusion:
The AVF prevalence rate is acceptable. Late referral and unsuitable anatomy do not justify the low rate on fistula first patients. Starting dialysis with CVC exposes patient to higher risks: "CVC first" patients undergo a higher number of interventions to keep access patency.
The new vascular access register allowed us to spot out the weaknesses of the dialysis clinical pathway for our patients. Timely referral to surgeons and early creation of permanent VA by dedicated teamwork could be some corrective actions to be implemented in order to improve the success rate of AV fistulae decreasing CVC use, so enhancing quality of care for dialysis patients. 
Department of Vascular Surgery, University Hospital of Lausanne, Lausanne, Switzerland
Objective: Endovascular treatment is nowadays the treatment of choice for critical limb ischemia (CLI) especially at the below-the-knee (BTK) level due to improvements in technology and low rate of morbi-mortality. However, some controversies still exist regarding the long-term results and the material of choice. The aim of this study is to report our monocentric experience of BTK treatment Methods: Retrospective analysis of prospective data retrieved from 1 center between January 2013 and December 2013 was done. All consecutive patients with endovascular treatment of BTK arteries for CLI were included. Endpoints were technical success, postoperative morbi-mortality and patency rates. Results: In this study, 88 patients (mean age 78 years, range 54-94) were identified with a majority of men (65%). As initial presentation, 82% of patients were Rutherford stage 6. Technical success reached 94% (83/88). Angioplasty (PTA) alone or combined to bare metal stent represented 75% of all interventions. Local complications occurred in 18% of patients and systemic complications in 11% of patients. The post-operative rate of mortality was 3%. Moreover, 4 major amputations were performed. During the mean follow-up of 18 months, 51 re-interventions (24 endovascular, 6 surgery) were indicated for re-stenosis or occlusion. At 24 months, primary, assisted primary and secondary patency rates reached 44%, 52% and 66% respectively. The limb salvage rates at 6 and 24 months were 82% and 78%, respectively. Survival rates were 91% and 86%. Conclusion: Due to its excellent technical success associated with low complications rates, endovascular treatment for BTK lesions in patients with CLI seems to be the approach of choice. The place of drug eluting material is still controversial. The major limiting factor remains the poor primary patency rate.
It leads to multiples reinterventions but it allows a satisfactory limb salvage rate, which is the main goal in patients with severe wounds. Objective: Solitary pulmonary nodules (SPN) of indeterminate etiology are frequently detected in patients with known malignancies and these lesions are increasingly treated by non-surgical techniques (radio-ablation or stereotactic radiotherapy) without histological confirmation. The aim of this study is to determine the nature of thoracoscopically resected SPN in these patients and to establish predictors of malignancy in order to avoid undertreatment (primary lung cancer) and overtreatment (benign lesions). Methods: Retrospective analysis of all surgically fit patients with known malignancy undergoing VATS resection of indeterminate SPN between 2001 and 2014.
